I wish to apologize to the, section for not having prepared a formal paper with some care, but really there is a good excuse back of it. Those of you who have seen the last issue of The Laryngoscope will find in ·that journal, if you care to read it, some of my ideas on this subject. There are some points I want to go into with a little more detail. My topic is "The Operation for Brain Abscess of Otitic Origin."
In submitting a paper on this subject, the supposition is that the diagnosis has been made and that a brain abscess is present; and yet the diagnosis is so often uncertain, on account of the absence of focalizing symptoms and pathognomonic indications that it is well to pause here and consider them carefully, I very much doubt whether in many cases we have any absolute indications of brain abscess. In every case of chronic suppuration of long standing, in which there is marked evidence of septic poisoning, we should be prepared in doing a radical mastoid operation to deal with an extra-or subdural abscess, This point I want to emphasize. In chronic abscess sometimes the abscess is encysted and few symptoms exist. The most prominent of those of an abscess of the brain may be pain in the head, vomiting, with little or no nausea.
I have had only twelve or thirteen cases of brain abscess and I wish to refer to the two most frequent symptoms, and mention the treatment I have followed in these cases. There was a slow pulse and a normal or subnormal temperature. One case upon which I operated on three days ago had a temperature of 96°, and a pulse of 63. The child was twelve years of age. She had an occasional rigor, with some intraocular changes, choked disc, but these symptoms are not reliable. The discharge from the ear had stopped suddenly two weeks ago and the child began to decline. Cerebration became slow, and she had some of the symptoms that were ·Stenographic report of paper. described by Dr. Layman this afternoon in connection with his case. Mental apathy was marked. I found occasional paralysis of certain groups of muscles. Fortunately, we have in lumbar puncture in these cases a valuable aid in diagnosis. If the fluid withdrawn shows marked infection, we are justified in supposing that we have a brain abscess, if in addition there are any marked meningeal symptoms.
One peculiar feature about .the cases I have had is the description of the pain given by the patient. Several have said irt: is so deep that they cannot find it. There is no pain apparently over the mastoid, but they describe it as being "away down in the ear, so that you cannot touch it; it must be an inch or two in there," and it may be an occipital or temporal pain. I have found in these cases, notwithstanding the experience of Dr. Day, that the differential blood count was most valuable, and I have had examinations made frequently, every eight or ten hours, especially in the fulminating cases.
The prognosis, of course, is to be guarded. Usually it is unfavorable.
Of all cases we have to deal with, those in which we suspect brain abscess are the ones in which we ought to "carefully box the compass," so to speak, and take our bearings. We should consider most carefully the excretory and secretory condition of the patient and the powers of resistance-s-a point which I emphasized in my address at Louisville. Indican in the urine should be the cause for more anxiety than the presence of either albumin, sugar or casts, and in all these chronic suppurative conditions of the ear, I know of none in which intestinal metabolism is more interfered with or where the vicious circle gives us more trouble. I know of nothing where peristalsis is so completely paralyzed as it is in these cases. You may treat it with purgatives, but what will purge a patient ordinarily will not purge a patient with meningeal irritation or brain abscess; you can give them ten times as large a dose. So I am very careful to make a special effort to get elimination and secretion started before beginning any operation where I expect to go into the brain.
The method of operating is a little different from that usually described. First, I do as thorough a radicaltympanomastoid exenteration as is possible for me to do; then I remove all the tegmen antri and tegmen tympani until I get' the floor of the middle fossa well exposed; as complete an exposure as desired may be secured without making a counter opening with the trephine in the squamous portion by widening it until it is sufficiently enlarged. If the, dura is discolored and bulging, I open with Bier's knife at the point where there is the most distension, and then, instead of searching with a knife, I invariably use Jackson's searcher. I believe this is safer than using the knife. The different parts of the brain may be penetrated to any depth and opened, and if there is any pus there, it will escape. The incision may be enlarged, if necessary.
In this connection I wish to speak of a very important point which Sir Vietor Horsley presented to the British Medical Association a year ago, about which I have grown enthusiastic. His method. which I use in all radical operations in which I expose the sinus or dura, is the almost constant use of hot normal saline solution. at a temperature of from 115°to 120°, never lower than 115°, never higher than 120°. Here is where operative technic counts for more than in any other operation in surgery. Every man and woman connected with it has something to do, and should know how to do it, and when to do it. One nurse takes care of the normal saline solution and must have nothing else to do. The thermometer is always in the douche bag. If the water is below 115°, it does noll: control hemorrhage; if above 120°, as Sir Victor Horsley has demonstrated, there will be some little reaction, but between 115 0 and 120°all oozing can be effectually controlled. In addition to this. all soft parts are kept moist and clean. All bone dust and all exudative material are washed out.
After making an incision and beginning exploration, I practically operate under a small stream of water. The hot saline solution is allowed to run from a medicine dropper, attached to the douche bag, over the wound, and the parts are always warm, moist, and clean. If an abscess is found and the incision is enlarged, I do not believe in making any exploration with the finger; if any cheesy particles of brain matter are found they are to be clipped off carefully or sponged away. The sponges should always be wet with the normal saline solution.
After finding the abscess and evacuating it, we should be extremely careful in washing it out. The force of the normal saline solution should not be any more than enough to throw a stream six or eight inches. I do not hesitate to put a pipette or medicine dropper into the opening and irrigate it until it becomes clean, I think the most important point to be observed after the operation is the after-dressing, which should maintain constant and thorough drainage. I have ceased to use the cigarette drain or any gauze. I always have on the table three sizes of tubes of flexible rubber, perforated size (see figure) . These I cut to the required length. If it is a sphenotemporal abscess, the tube should be placed in the opening through the dura, with simply a little drain of narrow wick of gauze in them, but not enough to plug it up. If in the posterior fossa it should be placed in the proper position, and let it come out back of the ear. The other tube goes up through the auditory canal just as I drain in the radical mastoid operation. A dressing of bichloride gauze is then applied and moistened every four hours with the 1 to 3000 or 5000 solution of mercury bichlorid. The dressing is changed every twenty-four hours under the same aseptic precautions as those under which the operation is performed, because the moment the gauze in the tube becomes saturated or a little clot of blood forms in it, it ceases to act as a drain and becomes a cork. The gauze is put inside the rubber tube and allowed to project, on the order of a siphon. One of the chief things is the thorough drainage we get, and this is maintained by daily dressing the wound. In my first few cases I left the dressing on for two or three or five days, and I believe some of the bad results I had were due to that. I treat my radical operation cases on the same principle. Next to the sponging and drainage in the operation I believe that the quantity of the anesthetic cuts a great figure. It is astonishing how little of the anesthetic we can get along with in these brain cases and in radical mastoid operations. I have had patients held for an hour and a half to two hours on surprisingly small amounts of ether, but not without the patients squirming a little. I think some of our bad results are due to the fact that we have given the patients too much of the anesthetic. After the operation the question of nourishment is no more important than that of elimination for the first week or ten days.
